INTRODUCTION {#sec1-1}
============

Multicentric reticulohistiocytosis (MRH) is a rare histiocytic proliferative disease which manifests as skin nodules and rapidly destructive polyarthritis.\[[@ref1]\] The skin lesions range from a few millimeters to a few centimeters from diameter, tend to appear over the head, hands, fingers, ears, and articular regions. Lesions over the face and scalp may appear unsightly. Surgical excision has been reported for treatment of skin lesions, however, is not feasible for very small lesions. CO~2~ laser treatment ensures minimal discomfort and rapid recovery, enabling a quick return to daily routine.

CASE REPORT {#sec1-2}
===========

A 40-year-old female patient, diagnosed with MRH (biopsy proven) 2 years ago, presented at our outpatient department with asymptomatic, nonprogressive, multiple fleshy papules, and nodules over the face \[[Figure 1a](#F1){ref-type="fig"}\], scalp, retroauricular region \[[Figure 2a](#F2){ref-type="fig"}\], and nail folds of the finger nails \["coral bead" appearance-[Figure 3c](#F3){ref-type="fig"}\]. Xanthelasma palpebrum were visible over both the upper eyelids \[[Figure 1a](#F1){ref-type="fig"}\]. Erythematous nodules were present over both elbows \[[Figure 3b](#F3){ref-type="fig"}\]. She had developed deforming polyarthiritis and shortening of fingers over both hands since 4 years \[[Figure 3a](#F3){ref-type="fig"}\]. Currently, she complained of severe neck pain for which she was to be investigated.

![(a) Multiple fleshy papules over the face (pretreatment). (b) Post-treatment](JCAS-6-161-g001){#F1}

![(a) Fleshy papules over scalp and retroauricular area (pretreatment). (b) Post-treatment](JCAS-6-161-g002){#F2}

![(a) Mutilating arthritis with nodules over palms with shortening of fingers, (b) Nodules over the elbow. (c) Lesions over nail folds in a "coral bead" configuration](JCAS-6-161-g003){#F3}

She had been on treatment with injectable methotrexate 15 mg once a week since the last 1 year which she discontinued 3 months ago as she was symptomatically better. Currently, she was receiving calcium supplements, folic acid, and pain killers orally. While the joint pain improved, her skin lesions persisted in spite of treatment. The facial lesions were disfiguring causing her psychological distress.

The patient was under the combined care of the departments of medicine, orthopedics, and dermatology. She underwent all relevant investigations such as complete blood count (raised Erythrocyte sedimentation rate), liver function tests, renal function tests, antinuclear antibody profile, radiological investigations, including X-ray of affected parts \[[Figure 4](#F4){ref-type="fig"}\], Ultra sonography abdomen and computed tomography of the brain; the reports of which were not suggestive of internal malignancy. Skin biopsy \[[Figure 5a](#F5){ref-type="fig"} and [b](#F5){ref-type="fig"}\] from a nodule over elbow revealed large mononucleated and multinucleated giant cells with ground glass cytoplasm with a background of fibrosis with scant inflammatory infiltrate in the dermis, thereby reaffirming the diagnosis of MRH.

![X-ray bilateral hands oblique view, showing extensive scalloping and partial absorption of distal and middle phalanges](JCAS-6-161-g004){#F4}

![Histopathology from nodule over elbow. (a) Three multinucleate giant cells with fibrosis. (b) Single multinucleate giant cell with fibrosis](JCAS-6-161-g005){#F5}

We used CO~2~ laser to ablate the lesions over the face and retroauricular regions. In the first sitting, the nasolabial lesions were targeted. Topical anesthesia (combination cream of tetracaine and lidocaine) was applied an hour prior to procedure. CO~2~ laser at 7.0 W with a 100 mm hand piece (1.0 mm spot size) in superpulse mode was used to ablate the lesions. There was no significant bleeding during or postprocedure. Topical antibiotic cream (fusidic acid 1%) was applied after the procedure. A follow-up after 3 weeks revealed that the skin had healed with no significant hyperpigmentation or scarring \[[Figure 1b](#F1){ref-type="fig"}\].

The other involved sites were treated similarly and follow-up was done after another 3 weeks \[[Figure 2b](#F2){ref-type="fig"}\]. The results were excellent both subjectively and objectively. Currently, the patient has been on steady follow-up for 8 months with no recurrence of lesions over the ablated sites.

DISCUSSION {#sec1-3}
==========

MRH is a rare histiocytic proliferative disease in which the joints, skin, and mucous membranes are affected.\[[@ref2]\] It is also known as lipoid dermatoarthritis and has a worldwide distribution with a female preponderance (60%-75%). The symptoms usually begin during 4^th^ decade of life with isolated polyarthritis (50%), cutaneous lesions (25%). or both concurrently (25%).\[[@ref3][@ref4][@ref5]\]

The characteristic histological feature of MRH is the presence of numerous multinuclear giant cells and oncocytic macrophages showing abundant eosinophilic, finely granular cytoplasm, often with a "ground glass" appearance. In older lesions, giant cells and fibrosis are more common. The polyarthritis is due to the granulomatous infiltrate which in early cases is limited to the synovial membrane, in mutilating arthritis the infiltrate is found in the subarticular cartilage and bone, leading to fragmentation and degeneration.\[[@ref6][@ref7]\]

Systemic therapy for MRH is usually not effective. There are a substantial number of case reports showing the benefit of methotrexate either alone or in combination with cyclophosphaminde and corticosteroids.\[[@ref8]\] Azathioprine, bisphosphonates, etanercept, and infliximab have been reported to be beneficial in a few cases.\[[@ref9][@ref3]\]

The prognosis and clinical course of MRH is unpredictable and the disease may remit spontaneously. The prognosis is more favorable for the cutaneous forms, where the lesions may involute spontaneously.\[[@ref9]\] While the disease is said to remit over a period of 5-10 years,\[[@ref10]\] the clinical course of the cutaneous lesions is not known. As our patient was visibly perturbed by the multitude of papules over her face and neck, we used carbon dioxide laser (CO~2~) to ablate the lesions.

CO~2~ lasers have played a prominent role in dermatologic surgery because of their broad spectrum of uses. Emitting a continuous beam of light at a wavelength of 10,600 nm, the CO~2~ laser destroys tissue by rapidly heating and vaporizing intracellular water.\[[@ref11]\] The use of high peak power short-pulsed or rapidly scanned resurfacing carbon dioxide laser\[[@ref12]\] diminishes the thermal conduction to normal tissue, by limiting the pulse duration to shorter than the tissue thermal relaxation time. The ablating mode of CO~2~ laser has been widely used in a variety of benign and premalignant conditions.\[[@ref13][@ref14]\]

In our patient, the lesions regressed completely and did not recur following laser surgery. Moreover, spontaneous remission may be a plausible cause for the same as the patient was diagnosed with MRH 4 years ago. Nevertheless, laser ablation of the lesions ensured an excellent cosmesis.

While surgical excision of solitary histiocytomas has been mentioned in literature,\[[@ref9]\] there are no specific guidelines for management of multiple lesions seen in M RH. CO~2~ laser may prove to be a good tool for ablating these lesions especially in the esthetic areas of body such as the face.

Drs. Rashmi S. Mahajan, Aishani C. Shah, and Amit Nagar contributed equally toward conception. Drs. Rashmi S. Mahajan and Aishani C. Shah created the design, literature, data acquisition, and prepared the manuscript. All four authors defined intellectual content, did data analysis, clinical studies, editing, and review of the manuscript. Dr. Bilimoria E. Freny is the guarantor.

**Source of Support:** Nil

**Conflict of Interest:** None declared.
